Reply  by Passman, Marc A. & Keagy, Blair A.
LETTERS TO THE EDITORS 
Regarding "Descending thoracic aorta to il iofemoral 
artery bypass grafting: a role for pr imary 
revascularization for aortoil iac occlusive disease?" 
To the Editors: 
In their article, Passman et al (J Vasc Surg 1999; 
29:249-58) described their excellent results with the 
descending aorta to femoral artery by~pass grafting proce- 
dure. Having previously reported our experience with 
laparoscopic aortoiliac surgery, we started a clinical study 
trying to reduce the operative trauma of a descending 
aorta to iliofemoral artery bypass graft with thoracoscopic 
techniques.l,2 
OPERATIVE  TECHNIQUE 
After intubation with a double lumen endotracheal 
tube, a 10-ram port was placed in the midaxillary line in 
the third intercostal space. Through this port, a 30 °- 
angled 10-ram laparoscopic video camera was inserted. A
second 10-ram port was placed laterally in the posterior 
axillary line in the fifth intercostal space. Both ports were 
required for the changing of camera positions with the 
suturing of the proximal anastomosis thoracoscopically. A 
third 12-ram port for a retractor was placed medially in 
the sixth intercostal space. In most patients, a fourth port 
was inserted through the seventh intercostal space to serve 
as an additional instrument port. After videoendoscopic 
exposure of the descending aorta, the diaphragm was 
incised and laparoscopic forceps were passed from the 
retroperitoneum to the chest cavity. Balloon dissection of 
the retroperitoneum was performed, and, with laparo- 
scopic guidance, a graft was tunneled from the retroperi- 
toneum to the descending aorta. A small incision was 
made in the sixth intercostal space to serve as an access 
port for the aortic clamp. 
In the first two cases, we used a 5-cm to 6-cm incision, 
which was large enough for us to suture the anastomosis 
with direct vision. In the remaining seven cases, a 3-cm to 
4-cm incision was made and the anastomosis was sutured 
entirely thoracoscopically. The size of the incision was 
large enough to allow easy passage of a conventional or- 
tic side biting clamp (Fig 1). 
RESULTS 
A total of 11 patients underwent operation with this 
thoracoscopic approach. In two patients, conversion to an 
open procedure was required because of extensive adhe- 
sions. There were no major complications. 
All the patients were allowed to drink on the evening 
of the day of the operation and were given solid food on 
the first postoperative day. The chest ube was removed on 
the second postoperative day, and the patients were fully 
mobilized. The mean operative time was 278.7 _+ 37.8 
minutes. The aortic cross clamp time did not exceed 58.0 
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Fig 1. Placement of trocars in intercostal spaces as indi- 
cated. 
+ 22.1 minutes. The patients could be discharged from 
the intensive care unit after a mean interval of 2.09 + 1.7 
days and could leave the hospital after 7.54 + 2.1 days. 
This experience suggests that the patient can benefit 
from this minimally invasive approach. The thoracoscopic 
access, particularly with use of a conventional clamp, could 
be an attractive alternative to the technique described by 
Passman and colleagues. 
Ralf Kolvenbach, MD, PhD 
Department ofVascular Surgery 
Augusta Hospital Dfiesseldorf 
Dfiesseldorf, Germany 
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Reply 
Dr Kolvenbach brings to attention the use of thoraco- 
scopic techniques for descending thoracic aorta to 
iliofemoral bypass grafting. 
For these thoracoscopic modifications to be considered 
a reasonable alternative to the standard thoracotomy 
approach, several concerns should be addressed. First, 
there should be proper patient selection. A limiting factor 
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may be prior adhesions, which in Dr Kolvenbach's experi- 
ence necessitated conversion to an open procedure in two 
of 11 patients. Second, aortic control needs to be reliable 
and secure. I f  the clamp loosens or becomes dislodged, 
immediate control needs to be readily available and this 
may be limited with the thoracoscopic approach. Third, 
retroperitoneal tunneling should avoid injury to retroperi- 
toneal structures. Dr Kolvenbach describes use of balloon 
dissection of the retroperitoneum with laparoscopic guid- 
ance. We prefer the tunneling technique described in our 
article,I, 2which is performed safely with direct blunt dis- 
section. Finally, for minimally invasive techniques to be 
advantageous, patient benefits of decreased pain, fewer 
complications, horter hospital stays, and improved recov- 
ery periods hould be realized. Furthermore, the long-term 
results of the thoracoscopic procedure should be compara- 
ble with those results reported for the open approach. 
These reservations a ide, we appreciate the early results 
reported by Dr Kolvenbach. We agree that the thoraeo- 
scopic techniques represent a  attractive alternative and 
await further follow-up on this preliminary experience. 
Marc A. Passman, MD 
Vanderbilt University Medical Center 
Nashville, Tenn 
Blair A. Keagy, MD 
University of North Carolina 
Chapel Hill, NC 
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Regarding "Chronic renal artery occlusion: 
nephrectomy versus revascularization" 
To the Editors: 
Timothy C. Oskin, MD, and colleagues (J Vasc Surg 
1999;29:140-9) have to be commended for taking care of 
a difficult subset of patients with chronic renal artery 
occlusion and for improving the systemic blood pressure 
control in 83% of the patients and the renal fimction in 
58%. The authors could not come up with any therapeu- 
tic selection criteria because 48% of the patients with 
absence of nephrography underwent successful revascular- 
ization with improvement in blood pressure (81%) and 
renal function (63%). The small size of the kidney (ie, 7 
cm) is not a deterrent to exploration and revascularization 
because four of nine renal units did improve after surgery. 
This paper emains controversial in some aspects. 
First, isotopic nephrography was only performed in 43 
patients with unilateral disease, with 25% of renal function 
supplied by the occluded kidney in 14 patients and 5% of 
renal function in 10 patients. Furthermore, it was not 
repeated after surgery, which thus raised doubt about the 
author's contention that revascularization improved the 
function of the second renal unit in 54 of 85 operative sur- 
vivors who underwent bilateral therapy of renal artery 
stenosis. This was in contradiction with a later statement 
that one third of patients with less than 10% excretory 
renal function underwent nephrectomy versus 69% who 
underwent revascularization. 
Second, the volume of the kidney, calculated as half of 
the product of length by thickness by width and deter- 
mined with ultrasound scan study, would be more reflec- 
tive of the size of the kidney and its functioning mass than 
the length of the kidney alone measured on the abdomi- 
nal film. The improvement in total function may have 
been related to the improvement of postoperative hyper- 
tension control rather than the true improvement of ffmc- 
tioning residual nephron mass. 
Third, the specific patterns of renal aging were not 
addressed. The glomerular filtration rate falls to roughly 
13 mL per decade after the age of 40 years, such that for 
a healthy serum creatinine l vel of 1.1 mg/dL,  a creatinine 
clearance of 88 mL/min at age 40 to 49 years would fall 
to 64 mL/min when the individual becomes an octoge- 
narian. 1Furthermore, there is a reduction of 30% to 50% 
of the number of glomeruli and an increase in the per- 
centage of obsolescent glomeruli to 25%. 2 The figure of 
60% of sclerosed glomeruli quoted by the authors does 
not stand to the physiologic alterations associated with 
aging. With regard to the aforementioned factors, the 
superimposed graft survival of nephrectomy patients and 
of those with occluded vessels hown in Figs 1 and 2 does 
not come as a surprise because surgical intervention has 
not been beneficial to these patients. 
Finally, the operative mortality rate of 12% in the 
nephrectomy group appeared excessive despite the absence 
of statistical significance and should dampen the enthusiasm 
of the authors to explore the atrophic nonperfused kidneys. 
One would ask the question of whether ablative laparo- 
scopic or interventional radiology procedures hould be 
performed instead in these patients at extremely high car- 
diovascular risk. 
Dai D. Nghiem, MD 
Allegheny University Hospitals 
Allegheny General 
Pittsburgh, Pa 
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